DISSECTION of the aorta by hematoma may present protean clinical signs because of the fashion in which organ blood supply is modified.1 Intercostal and lumbar arteries supplying the spinal cord and vertebral bodies are commonly involved in the dissection, although no figures, are available as to the specific incidence. Involvement of these vessels has been implicated as the cause of spinal cord necrosis seen in this, entity.2 The incidence of involvement apparently exceeds the nunmber of cases in which spinal cord necrosis has been observed. Only eight cases. of spinal cord necrosis in association with dissecting aneurysm have been previously reported in the literature, and no instance of vertebral body necrosis could be found.2 9 The present case demonstrates involvement of intercostal and lumbar arteries by dissecting hematoma in which there was massive infaretion of the spinal cord and vertebral bodies.
Case Report An 80-year-old man entered the hospital 4 hours after fainting while walking down a flight of stairs. The period of unconsciousness is not known, but was considered to be no more than 1 or 2 miinutes. He later recalled a mild, fleeting, "cramplike" pain in the anterior chest immediately prior to collapse. There was no incontinence of urine or feces, nor were tonic or clonic movements observed. Upon regaining consciousness, he felt "cold" and had the urge to defecate. He was able to reach the toilet without assistance. He At the tinme of admission, it was proposed that the episode of syncope, which had occurred earlier in the day, was associated with a paroxysmal arrhythmia. The patient was placed on bed rest; no specifie therapy was instituted. On the following day he developed fever. Medium rales were heard at the posterior left lung base, and the pulse was found to be irregular and rapid. Electrocardiogram now revealed atrial fibrillation with rapid ventricular response. This change in the cardiac mechanism gave credence to the impression of transitory arrhythmia. There was, however, no other clear evidence of cardiac abnormality at this time. Chest x-ray showed minimal infiltrate in both lung bases. A diagnosis of bronchopneumonia was made, and the patient was placed on penicillin and given digitoxin. Sputum culture revealed no specific organism. There was good response to therapy, with return of temperature to normal and slowing of the pulse rate. The cardiac rhythm reverted to a sinus mechanism.
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